
Alpha Psychiatry 2026; 27(5): 51147
https://doi.org/10.31083/AP51147

Copyright: © 2026 The Author(s). Published by IMR Press.
This is an open access article under the CC BY 4.0 license.

Publisher’s Note: IMR Press stays neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Original Article

Short-Term Effectiveness of a Psychotherapeutic Intervention Model in
Nursing for Ineffective Coping in GAD Outpatients: A Small-Sample
Randomized Controlled Trial
Tuğba Aşkan1,* , Birgül Özkan2 , Gülsüm Zuhal Kamış3 , Mustafa Uğurlu3

1Psychiatric Nursing, Educational Unit, Ankara Bilkent City Hospital, 06800 Ankara, Turkiye
2Faculty of Health Sciences, Psychiatric Nursing, Ankara Yıldırım Beyazıt University, 06760 Ankara, Turkiye
3Psychiatry Department, Ankara Bilkent City Hospital, 06800 Ankara, Turkiye
*Correspondence: tgbskn14@gmail.com (Tuğba Aşkan)
Academic Editor: Domenico De Berardis
Submitted: 22 February 2026 Revised: 12 August 2026 Accepted: 20 August 2026 Published: 14 October 2026

Abstract

Background: Although nurse-delivered psychotherapeutic interventions have demonstrated benefits for individuals with anxiety dis-
orders, no randomized controlled trial has evaluated the effectiveness of the Psychotherapeutic Intervention Model in Nursing for the
nursing diagnosis of ineffective coping among psychiatric outpatients with generalized anxiety disorder (GAD). This study aimed to
examine the short-term effectiveness of this model on the nursing-sensitive outcomes of coping and self-esteem. Methods: This single-
blind randomized controlled trial was conducted among patients diagnosed with GAD. A total of 20 participants were randomized, of
whom 17 completed the study. Seven of eight participants in the IG and eight of nine participants in the TAU group received phar-
macotherapy, while participants in the IG additionally participated in a seven-week Psychotherapeutic Intervention Model in Nursing
program. Data were collected at baseline (T0) and week 8 (T1) using information forms and the Nursing Outcomes Classification (NOC)
Coping and Self-Esteem outcome measures. Statistical analyses included descriptive statistics, chi-square tests, independent-samples
t tests, and repeated-measures general linear models. Statistical significance was set at p < 0.05. Results: Significant time × group
interactions were observed for both NOC Coping and Self-Esteem outcomes. Participants in the IG demonstrated significantly greater
improvements over time than those in the TAU group in coping (T0: 42.87 ± 6.03, T1: 76.75 ± 5.34, p < 0.001) and self-esteem (T0:
57.25 ± 7.29, T1: 78.62 ± 6.14, p < 0.001). In the TAU group, no significant changes were observed in coping (T0: 45.11 ± 6.70, T1:
45.33 ± 8.96, p > 0.05) or self-esteem (T0: 59.44 ± 8.63, T1: 58.89 ± 10.11, p > 0.05). Conclusions: This study provides preliminary
evidence supporting the short-term effectiveness of the Psychotherapeutic Intervention Model in Nursing in improving NOC Coping
and Self-Esteem outcomes among psychiatric outpatients with GAD and a nursing diagnosis of ineffective coping. Larger, multicenter
randomized controlled trials with longer follow-up periods are warranted to confirm these findings. Clinical Trial Registration: This
study is registered on ClinicalTrials.gov at https://clinicaltrials.gov/study/NCT06076746 (registration number: NCT06076746).
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Main Points
1. To our knowledge, this study is the first to evalu-
ate the effectiveness of the Psychotherapeutic Interven-
tion Model in Nursing for the nursing diagnosis of inef-
fective coping among outpatients diagnosed with Gener-
alised Anxiety Disorder.
2. The findings provide preliminary evidence that this
model can be implemented as an effective interven-
tion to improve coping skills and self-esteem alongside
treatment-as-usual.
3. The integration of nursing classifications in all stages
of nursing care is important for grounding clinical prac-
tice in nursing knowledge.
4. The results of this study may contribute to the devel-
opment of evidence-based psychiatric nursing practices
and improve access to psychotherapeutic interventions.

1. Introduction
Generalized Anxiety Disorder (GAD) is one of the

most prevalent mental disorders, with a lifetime prevalence
of 3.7% [1]. It is characterized by persistent and excessive
anxiety and worry that are difficult to control, often accom-
panied by physiological arousal and somatic tension, and
affecting multiple domains of daily life, including health,
finances, and routine activities [2,3]. In an effort to reduce
distress and regain a sense of control, individuals with GAD
frequently adopt rigid and repetitive behavioural strategies.
However, when these strategies prove ineffective, anxiety
may persist and negatively affect personal, occupational,
and social functioning [4].

Individuals with GAD often believe that worrying fa-
cilitates effective coping with feared events or helps pre-
vent them from occurring. When negative beliefs about
worry develop, individuals may engage in reassurance-
seeking and avoidance behaviours in an attempt to sat-
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isfy their perceived need to worry. These behaviours limit
the use of alternative coping strategies and contribute to
the maintenance of the anxiety cycle [5]. Consistent with
this mechanism, individuals with GAD generally exhibit
low levels of adaptive coping and tend to adopt passive
or avoidant responses to stress, preferring to worry or ru-
minate rather than actively seeking solutions or support
[6]. Moreover, evidence suggests that emotion-focused and
avoidance-oriented coping styles are more prevalent than
task-oriented coping among individuals with GAD. Al-
though these strategies may provide temporary relief, they
can reinforce maladaptive cognitive patterns, sustain anx-
iety, and reduce perceived self-efficacy. In contrast, task-
oriented coping involves active problem-solving, cognitive
restructuring, and engagement with stressors [7]. There-
fore, strengthening coping skills represents an important
therapeutic target in GAD, as it supports effective short-
term stress management, promotes long-term emotional
stability, and may help reduce the progression of anxiety
disorders [8].

The combination of pharmacotherapy and psychologi-
cal therapy for anxiety disorders has been shown to produce
superior outcomes [9]; however, pharmacotherapy remains
the preferred initial treatment due to cost and resource lim-
itations [10]. In the absence of appropriate treatment, the
condition may become chronic, leading to significant dis-
ability and financial burden [11]. While pharmacotherapy
primarily reduces physiological arousal and anxiety symp-
toms [12], psychological interventions target the maladap-
tive cognitive and behavioural processes that sustain exces-
sive worry and ineffective coping [13]. In this context, psy-
chiatric nurses are well positioned to deliver psychothera-
peutic interventions aimed at improving coping skills.

Evidence suggests that psychotherapeutic interven-
tions delivered by psychiatric nurses are effective in the
management of anxiety disorders. Amaral et al. (2022)
[14] demonstrated that nurse-led therapeutic interventions
improved anxiety self-control, reduced anxiety levels, and
decreased the use of pharmacotherapy. These findings are
consistent with previous evidence showing that psychiatric
nurses possess the competencies in establishing therapeu-
tic relationships and delivering psychotherapeutic interven-
tions [15,16,17,18,19]. However, the literature describing
standardized methodologies for implementing such inter-
ventions remains limited [20]. Therefore, structured mod-
els that standardize the content and sequence of psychother-
apeutic nursing interventions are needed to support consis-
tent and evidence-based clinical practice [18].

Within the nursing process, coping is systematically
assessed and managed through the International Nursing
Knowledge Association (NANDA-I) nursing diagnosis In-
effective Coping (00069), which provides the basis for
planning individualized nursing interventions. NANDA-
I defines maladaptive coping as “counterproductive cog-
nitive and/or behavioral efforts to manage a stressful or

unpleasant situation” [21]. Enhancing individuals’ coping
skills is essential for the effectiveness of nursing interven-
tions [22]. Accordingly, the nursing diagnosis of Ineffec-
tive Coping provides the foundation for establishing stan-
dardized linkages among nursing diagnoses, interventions,
and outcomes within the nursing process.

Standard classification systems developed by profes-
sional nursing organizations are used to support scientific
and evidence-based nursing care within the nursing pro-
cess [4]. NANDA-I [21], the Nursing Interventions Clas-
sification (NIC) [23], and the Nursing Outcomes Classifi-
cation (NOC) [24] are among the most widely used stan-
dardized nursing language systems [25]. These systems
are organized within a hierarchical taxonomic framework
in which each nursing diagnosis, intervention, and outcome
is assigned a unique standardized code to facilitate consis-
tent documentation, communication, and clinical decision-
making. Standardized nursing language linkages integrate
nursing diagnoses, interventions, and outcomes into a struc-
tured framework for planning, implementing, and evaluat-
ing nursing care. Nevertheless, further clinical research is
needed to establish the effectiveness of these standardized
linkages and strengthen the evidence supporting their use in
clinical practice [26].

In response to this need, Sampaio et al. (2017) [18]
developed the Psychotherapeutic Intervention Model in
Nursing, based on nursing knowledge, to guide and sys-
tematize nursing psychotherapeutic interventions through
standardized linkages among nursing diagnoses, interven-
tions, and outcomes. The model structure is based on
NANDA-I/International Classification for Nursing Practice
(ICNP), NIC, and NOC. The interventions adopt an inte-
grated approach, combining techniques derived from dif-
ferent schools of psychotherapy. The model is designed to
provide guidance throughout all stages of the nursing pro-
cess and to offer a framework applicable across diverse clin-
ical settings [18]. In evaluating the effectiveness of the Psy-
chotherapeutic Intervention Model in Nursing for the “anx-
iety” nursing diagnosis in individuals with GAD, Sampaio
et al. (2018) [27] found that the model demonstrated short-
term effectiveness in reducing anxiety levels and improving
anxiety self-control.

Despite the central role of ineffective coping in
GAD, no randomized controlled trial has evaluated the
Psychotherapeutic Intervention Model in Nursing for the
NANDA-I nursing diagnosis of Ineffective Coping among
psychiatric outpatients with GAD. Therefore, the present
study aimed to fill this gap by evaluating the effectiveness
of this model in improving the NOC outcomes of Coping
and Self-Esteem in this population. The study was con-
ducted assuming that participants in the intervention group
would demonstrate greater improvements in NOC Coping
and NOC Self-Esteem from baseline to post-intervention
compared to the participants receiving treatment-as-usual
(TAU), reflecting a significant time x group interaction.
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2. Materials and Methods
2.1 Study Design and Participants

This study was conducted as a single-blind random-
ized controlled trial in the psychiatric outpatient clinic of
Ankara Bilkent City Hospital in Turkey. The study popula-
tion consisted of patients diagnosed with GAD who were
receiving outpatient follow-up care at the clinic. As no
previous studies had reported data on the primary outcome
(coping) variable the effect size reported by Sampaio et al.
(2018) [27] was used to calculate the sample size.

The sample size was calculated using G*Power ver-
sion 3.1.9.6 (Heinrich-Heine-Universität Düsseldorf, Düs-
seldorf, Germany) based on a mixed-design repeated-
measures ANOVA with a 2 × 2 design. The type I error
probability (α) was set at 0.05, and statistical power (1 – β)
was set at 0.95. In the study by Sampaio et al. (2018) [27],
Cohen’s d was reported as 1.11, corresponding to an f value
of 0.55 after conversion from η2. Based on this calcula-
tion, the minimum required sample size was 14 participants
(7 per group). Considering potential dropouts due to the
seven-week intervention period, a total of 20 participants
were planned for enrollment, with 10 participants assigned
to each group.

During participant recruitment, every third patient di-
agnosed with GAD in the outpatient clinic was referred to
the researcher by the physician. Eligible participants were
randomly assigned to either the intervention or TAU group
using simple randomization in SPSS 28 (IBM Corp., Ar-
monk, NY, USA). To ensure reproducibility of the ran-
domization procedure, a fixed random seed was used. The
randomization sequence was generated and maintained by
a psychiatrist with expertise in statistics who was not in-
volved in participant recruitment, outcome assessment, or
intervention delivery. Group assignments were concealed
from the researcher, and allocation information was ob-
tained from the psychiatrist only after each participant had
been enrolled. A Consolidated Standards of Reporting Tri-
als (CONSORT) diagram was used to illustrate participant
flow throughout the study [28] (Fig. 1).

Psychiatric assessments and medical treatment pro-
vided by psychiatrists were continued as usual for partici-
pants in both the TAU and the intervention groups. Follow-
up visits and psychiatric evaluations, including assessments
of medication effectiveness and potential side effects, were
performed during routine outpatient clinic visits and were
not collected as study data. Participants in both groups were
assessed before and after the intervention period using In-
formation Form-1, Information Form-2, and the NOC out-
comes of Coping (1302) and Self-Esteem (1205). In ad-
dition to routine treatment, participants in the intervention
group received the Psychotherapeutic Intervention Model
in Nursing.

Inclusion criteria were as follows: age between 18 -
64 years, literacy (defined as having acquired basic read-
ing and writing skills, regardless of completion of primary

education), currently receiving follow-up care at the psychi-
atric outpatient clinic, diagnosis of GAD, and the presence
of at least one defining characteristic of ineffective coping
according to the nursing process.

Defining characteristics of ineffective coping included
altered affective responsiveness, altered attention, an al-
tered communication pattern, difficulty organizing infor-
mation, fatigue, frequent illness, impaired ability to ask for
help, impaired ability to attend to information, impaired
ability to manage situations, impaired ability to meet ba-
sic needs or fulfill role expectations, inadequate follow-
through with goal-directed behavior, inadequate problem-
solving skills, altered sleep-wake cycle, inadequate sense
of control, risk-taking behavior (substance misuse and de-
structive behaviors toward self or others were excluded).

Exclusion criteria were as follows: dementia, psy-
chotic spectrum disorders, cognitive impairment, an altered
level of consciousness, psychomotor agitation, moderate
or severe intellectual disability, suicidal ideation, suicide
attempt within the past month, current substance misuse
or destructive behaviors toward self or others, and ongo-
ing psychological counseling with a clinical psychologist
or psychiatrist.

2.2 Intervention
The establishment of NANDA-I, NOC, and NIC

linkages (NNN) for Ineffective Coping (00069) was in-
formed by clinical reasoning and the framework proposed
by Johnson et al. (2011) [26]. Psychotherapeutic in-
terventions corresponding to the NOC outcomes Coping
and Self-Esteem included Counseling (5240), Active Lis-
tening (4920), Relaxation Therapy (6040), Anxiety Re-
duction (5820), Cognitive Restructuring (4700), Coping
Enhancement (5230), Decision-Making Support (5250),
Sleep Enhancement (1850), Crisis Intervention (6160),
Impulse Control Training (4370), Behavior Modification
(4360), Self-Esteem Enhancement (5400), Emotional Sup-
port (5270), and Assertiveness Training (4340) [23].

The researcher selected interventions based on indi-
vidual patient assessments. Consistent with the model’s
integrated approach, which combines psychodynamic,
cognitive-behavioral, and humanistic techniques, NIC in-
terventions were implemented accordingly. The interven-
tion program consisted of seven weekly individual sessions,
with one session delivered per week, each lasting 45–60
minutes. The model structure is presented in Fig. 2 (Ref.
[18]). Following completion of the baseline assessments,
the Psychotherapeutic Intervention Model in Nursing was
implemented between 14 October and 27 December 2024.

The main objectives of the sessions were to:

• explore the causes of anxiety,
• provide education on common anxiety symptoms,
• train participants in effective coping strategies,
• discuss activities to reduce anxiety,
• evaluate perceived progress and strategy effectiveness.
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Fig. 1. CONSORT 2025 flow diagram. CONSORT, Consolidated Standards of Reporting Trials.

The intervention was delivered individually by the
first author, a psychiatric nurse and PhD candidate who
had received formal psychotherapy training and had prior
experience in delivering psychotherapeutic interventions.
The intervention was implemented in accordance with the
Psychotherapeutic Intervention Model in Nursing for the
Diagnosis of Ineffective Coping protocol developed for
this study (Fig. 2). Participant attendance was monitored
throughout the intervention period, and attendance records
were maintained for each session. Of the nine participants
who initiated the intervention, eight (88.9%) completed all
seven intervention sessions, while one participant (11.1%)
completed six of the seven sessions. The overall attendance
rate was 98.4%. Furthermore, regular supervision was pro-
vided throughout the intervention by an academic in psychi-
atric nursing and a psychiatrist, both of whom were mem-
bers of the research team.

2.3 Data Collection
Eligible patients were referred to the researcher by

physicians, after which inclusion and exclusion criteria
were assessed. Participation was voluntary, and both writ-
ten and verbal informed consent were obtained from all par-
ticipants. Baseline assessments were conducted by an inde-
pendent evaluator whowas blinded to group allocation. The
psychiatric nurse responsible for outcome assessment re-
ceived two training sessions on the administration and scor-
ing of the NOC outcomes.

Baseline data collection included Information Form-1
(17 items assessing demographic characteristics and psy-
chiatric history), Information Form-2 (perception of cop-
ing), and Turkish versions of NOC outcomes Coping (1302)
and Self-Esteem (1205). Post-intervention data collection
included NOC outcomes and Information Form-2. Each as-
sessment took approximately 60 minutes.
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Fig. 2. Psychotherapeutic intervention model in nursing for the diagnosis of ineffective coping (based on the Sampaio et al. (2017)
[18]). NANDA-I, International Nursing Knowledge Association; NOC, Nursing Outcomes Classification; GAD, Generalized Anxiety
Disorder; NIC, Nursing Interventions Classification.

2.4 Measurement Instruments
NOC Outcomes Coping (1302) and Self-Esteem (1205)

The NOCwas developed in 1991 by a research team at
the University of Iowa with the aim of establishing a stan-
dardized classification system for evaluating patient status
before and after nursing interventions. The sixth edition
(2018) includes a total of 540 outcomes organized within
a taxonomic structure comprising seven domains and 31
classes, in which each outcome is assigned a standardized
code [24].

NOC outcomes are measured using 5-point Likert-
type scales, where 1 indicates the least desirable condition
and 5 represents the most desirable condition. Outcome
evaluation is performed by calculating mean scores based
on relevant indicators, which may also be used individually
when necessary [24].

In the present study, the NOC outcomes Coping
(1302) and Self-Esteem (1205) were used. The numbers
1302 and 1205 represent the standardized NOC codes as-
signed to these outcomes within the NOC taxonomy. Cop-
ing is defined as “personal actions to manage stressors that
tax an individual’s resources” and includes 19 indicators.
Self-Esteem, defined as “personal judgment of self-worth”,
consists of 20 indicators [24].

The Turkish validity and reliability study of the NOC
outcomes Coping and Self-Esteemwas conducted in a sam-
ple of psychiatric outpatients. The Turkish version of the

Coping outcome includes 19 indicators and a single dimen-
sion, with total scores ranging from 19 to 95. Inter-rater re-
liability demonstrated ICC values of 0.985 for single mea-
surements and 0.993 for average measurements. Internal
consistencywas acceptable, with Cronbach’s alpha of 0.815
and McDonald’s omega of 0.830 [29].

The Turkish version of the Self-Esteem outcome con-
sists of 19 indicators and three subdimensions: Self-
Confidence, Social Approval, and Internal Value/Negative
Self-Evaluation. Total scores range from 19 to 95, while
subscale scores range from 9–45, 5–25, and 5–25, respec-
tively. Inter-rater reliability showed intraclass correlation
coefficient (ICC) values of 0.984 (single measurements)
and 0.992 (average measurements). Internal consistency
was also satisfactory, with a Cronbach’s alpha coefficient
of 0.832 and aMcDonald’s omega coefficient of 0.841 [29].

2.5 Statistical Analyses
Data were analyzed using IBM SPSS Statistics 28.0.

Descriptive statistics were used to summarize participant
characteristics. Chi-Square tests and independent-samples
t-tests were performed to compare baseline group charac-
teristics. Primary analyses were conducted using a per-
protocol approach, including only participants who com-
pleted both baseline and post-intervention assessments. An
intention-to-treat analysis was not performed because com-
plete outcome data were not available for all participants
who withdrew after randomization. Repeated-measures
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general linear models (GLM), separately for the NOC Cop-
ing and NOC Self-Esteem outcomes, were used to exam-
ine the main effects of time (baseline vs. post-intervention)
and group (intervention vs. TAU), as well as the time ×
group interaction. Between-group standardized effect sizes
were estimated using Hedges’ g for both baseline and post-
intervention comparisons. Statistical significance was de-
fined as p < 0.05.

3. Results
3.1 Characteristics of the Sample

Table 1 presents the descriptive characteristics of the
participants. Of the 20 randomized participants, 8 were in
the intervention and 9 were included in the TAU group in
the final analysis. The mean age was 38.50 ± 10.60 years in
the intervention group and 40.00 ± 9.62 years in the TAU
group. The majority of participants were female (87.5%
in the intervention group and 88.8% in the TAU group),
and the majority were married (75.0% and 55.5%, respec-
tively). A physical illness was reported by 37.5% of par-
ticipants in the intervention group and 33.3% of those in
the TAU group. All participants met the diagnostic crite-
ria for generalized anxiety disorder, and most were receiv-
ing pharmacotherapy (87.5% in the intervention group and
88.8% in the TAU group), predominantly antidepressants.
Statistical comparisons revealed no significant differences
between the intervention and TAU groups across baseline
characteristics (p > 0.05).

Three participants withdrew after randomization. Two
participants in the intervention group discontinued partici-
pation: one before baseline assessment because the allo-
cated intervention could not be initiated, and the other dur-
ing week 6 because of a family member developed a termi-
nal illness. One participant in the TAU group was lost to
follow-up because contact could not be established. Partic-
ipants who withdrew had a mean age of 43.00 ± 1.73 years,
and all were female. Participants who completed the study
had a mean age of 39.29 ± 9.78 years, of whom 88.2% were
female. Complete baseline clinical outcome data were not
available for all participants who withdrew after random-
ization. Based on the limited available data, no statistically
significant differences were observed in basic demographic
characteristics between study completers and participants
who withdrew.

The mean baseline coping perception score in the in-
tervention group was 4.37 ± 1.77 (range: 1–6), which in-
creased to 7.75 ± 1.91 (range: 5–10) at post-intervention.
In the TAU group, the mean baseline score was 5.55 ± 2.74
(range: 1–9), increasing to 6.44 ± 2.70 (range: 2–10) at
post-intervention (Table 1).

Regarding psychiatric treatment history, none of the
participants had a history of inpatient psychiatric treatment.
Previous psychiatric consultations initiated through med-
ical departments were reported by 12.5% of participants
in the intervention group and 33.3% of those in the TAU

group. A history of psychotherapy or counseling was re-
ported by 37.5% of participants in the intervention group
and 22.2% of those in the TAU group. Most participants
(87.5% in the intervention group and 88.8% in the TAU
group) had previously considered receiving psychotherapy
or counseling, and all participants reported believing in its
benefits (Table 2).

3.2 Effect of the Intervention
Table 3 presents the descriptive statistics and repeated-

measures GLM results for the NOC outcomes Coping and
Self-Esteem. For NOC Coping, the analysis revealed a sig-
nificant main effect of time, F(1, 15) = 163.98, p < 0.001,
partial η2 = 0.916, a significant main effect of group, F(1,
15) = 21.99, p < 0.001, partial η2 = 0.594, and a signifi-
cant time × group interaction, F(1, 15) = 159.73, p < 0.001,
partial η2 = 0.914. Coping scores increased substantially in
the intervention group from baseline to post-intervention,
whereas scores in the TAU group remained relatively un-
changed. The between-group effect size was small at base-
line (Hedges’ g = –0.33) and became very large at post-
intervention, favoring the intervention group (Hedges’ g =
3.98). Fig. 3A illustrates changes in NOC Coping scores
over time.

For NOCSelf-Esteem, the analysis also revealed a sig-
nificant main effect of time, F(1, 15) = 199.40, p < 0.001,
partial η2 = 0.930, a significant main effect of group, F(1,
15) = 4.94, p = 0.042, partial η2 = 0.248, and a signifi-
cant time × group interaction, F(1, 15) = 221.25, p < 0.001,
partial η2 = 0.937. Self-esteem scores increased markedly
in the intervention group, while scores in the TAU group
showed no significant improvement. The between-group
effect size was small at baseline (Hedges’ g = –0.26) and
large at post-intervention, favoring the intervention group
(Hedges’ g = 2.21). Fig. 3B illustrates changes in NOC
Self-Esteem scores over time.

Intra-rater reliability analyses demonstrated good
agreement for the NOC Coping outcome and excellent
agreement for the NOC Self-Esteem outcome. For the
NOC Coping outcome, the ICC was 0.749 (95% CI [0.194,
0.938], F(8, 8) = 6.318, p = 0.009). For the NOC Self-
Esteem outcome, the ICC was 0.968 (95% CI [0.872,
0.993], F(8, 8) = 57.608, p < 0.001). In addition, before
the study, the blinded outcome assessor had received train-
ing in the use of NOC outcomes as part of a previous re-
search project. In the Turkish adaptation study of the NOC
outcomes, operational definitions were developed for each
outcome indicator and its corresponding Likert-scale rating
to standardize the scoring procedure [29]. The same stan-
dardized rating framework was used in the present study.

4. Discussion
The present study demonstrates the short-term pos-

itive effects of the Psychotherapeutic Intervention Model
in Nursing for the nursing diagnosis of ineffective coping
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Table 1. Comparison of mean scores for participants’ descriptive characteristics between groups (N = 17).
Descriptive characteristics IG (n = 8) n (%) TAU (n = 9) n (%) p

Gender*
Female 7 (87.50) 8 (88.88)

0.929
Male 1 (12.50) 1 (11.11)

Marital status
Married 6 (75.00) 5 (55.55)

0.704Single 1 (12.50) 2 (22.22)
Other 1 (12.50) 2 (22.22)

Education level*

Primary school 0 (0.00) 2 (22.22)

0.096
Middle school 1 (12.50) 2 (22.22)
High school 1 (12.50) 3 (33.33)
University 6 (75.00) 1 (11.11)

Postgraduate education 0 (0.00) 1 (11.11)

Perceived socioeconomic status*
Low 2 (25.00) 3 (33.33)

0.706Moderate 6 (75.00) 6 (66.66)
High 0 (0.00) 0 (0.00)

Presence of physical illness*
Yes 3 (37.50) 3 (33.33)

0.627
No 5 (62.50) 6 (66.67)

Physical illness*

Asthma 1 (12.50) 1 (11.11)
Heart disease 1 (12.50) 0 (0.00)

Hypertension and chronic viral hepatitis 1 (12.50) 0 (0.00)
Diabetes 0 (0.00) 1 (11.11)
Epilepsy 0 (0.00) 1 (11.11)

Psychiatric diagnosis*

Generalized anxiety disorder 8 (100.00) 9 (100.00)
Depressive episode*** 1 (12.50) 2 (22.22)
Adjustment disorder*** 1 (12.50) 0 (0.00)

Obsessive–compulsive disorder*** 0 (0.00) 1 (11.1)

Use of pharmacotherapy*
Yes 7 (87.50) 8 (88.88)

0.929
No 1 (12.50) 1 (11.11)

Pharmacotherapy type*
Antidepressant 7 (87.50) 8 (88.88)
Benzodiazepine 1 (12.50) 1 (11.1)
Antipsychotic 1 (11.1)

M ± SD
(Minimum–Maximum)

Age**
38.50 ± 10.60

(23–54)
40.00 ± 9.62
(27–55)

0.763

Baseline perceived coping**
4.37 ± 1.77

(1–6)
5.55 ± 2.74

(1–9)
0.315

Post-intervention perceived coping**
7.75 ± 1.91
(5–10)

6.44 ± 2.70
(2–10)

0.273

*chi-square test; **Independent-samples t test; ***comorbid diagnoses in addition to GAD; M ± SD = mean ± standard deviation. IG,
intervention group; TAU, treatment-as-usual.

among outpatient psychiatric patients diagnosedwith GAD.
The findings suggest that implementing this model along-
side pharmacotherapy represents an effective approach for
improving coping and self-esteem. In contrast, usual treat-
ment and care alone, including pharmacotherapy when ap-
plicable, did not producemeaningful improvements in these
domains. As no prior studies have evaluated the effects of
this model on coping and self-esteem in this population, in-
terpretation of the findings is limited by the lack of com-
parable evidence. Furthermore, due to the small sample
size, these findings should be regarded as preliminary and
interpreted cautiously until confirmed in larger randomized
studies.

Statistical comparisons between the intervention and
TAU groups revealed no significant baseline differences,
indicating overall group homogeneity. However, although
the difference in baseline coping perception scores between
the groups did not reach statistical significance, participants
in the intervention group had numerically lower scores than
those in the TAU group. This baseline numerical difference
should be taken into consideration when interpreting the
findings, as it may have influenced the changes observed
over time. Nevertheless, the repeated-measures GLM eval-
uated the effects of time and group, as well as the time ×
group interaction, to assess differential changes between the
groups over time.
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Table 2. Between-group comparison of participants’ psychiatric treatment characteristics (N = 17).

Psychiatric treatment characteristics
IG (n = 8)
n (%)

TAU (n = 9)
n (%)

Hospitalization for psychiatric treatment
Yes 0 (0.00) 0 (0.00)
No 8 (100.00) 9 (100.00)

Receiving psychiatric consultation from a medical department
Yes 1 (12.50) 3 (33.33)
No 7 (87.50) 6 (66.66)

Previous experience with psychotherapy or counseling
Yes 3 (37.50) 2 (22.22)
No 5 (62.50) 7 (77.77)

Considering psychotherapy or counseling
Yes 7 (87.50) 8 (88.88)
No 1 (12.50) 1 (11.11)

Belief in the effectiveness of psychotherapy or counseling
Yes 8 (100.00) 9 (100.00)
No 0 (0.00) 0 (0.00)

Fig. 3. Changes in NOC outcome scores from baseline (T0) to post-intervention (T1) by group. (A) NOC Coping score. (B) NOC
Self-Esteem score.

However, clinician-rated NOC Coping scores demon-
strated significant improvements, highlighting a discrep-
ancy between self-reported and clinician-assessed out-
comes. This finding aligns with evidence from a meta-
analysis indicating that self-report measures in GAD of-
ten yield smaller effect sizes compared to clinician-rated
instruments [30]. Similarly, a study conducted in Spain
examining perceptions of individuals with GAD reported
that some participants attributed the course of the disor-
der to external factors, associating flare-ups with stressful
events, while others attributed recovery to their coping be-
haviours and healthcare support [31]. Coping strategies
identified in that study included seeking external support

and reassurance-seeking behaviours, whichmay have influ-
enced self-reported coping perception scores in the study.

The findings supported the coping-related hypotheses,
demonstrating a significant time × group interaction, a sig-
nificant improvement in coping scores within the interven-
tion group, and higher post-test coping scores compared
with the TAU group. The observed improvement in coping
may be explained by the fact that the intervention directly
targeted the defining characteristics of the NANDA-I diag-
nosis of Ineffective Coping. These results suggest that NIC
interventions such as Coping Enhancement, Relaxation
Therapy, Behavior Modification, Cognitive Restructuring,
Anxiety Reduction, Crisis Intervention, and Assertiveness
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Table 3. Descriptive statistics and repeated-measures GLM results for NOC outcomes.
T0M ± SD T1M ± SD Hedges’ g at T0 Hedges’ g at T1 Time effect, F(1, 15), p, ηp2 Group effect, F(1, 15), p, ηp2 Time × Group effect, F(1, 15), p, ηp2

NOC coping
IG 42.87 ± 6.03 76.75 ± 5.34 –0.33 3.98

163.98,
<0.001,
0.916

21.99,
<0.001,
0.594

159.73,
<0.001,
0.914

TAU 45.11 ± 6.70 45.33 ± 8.96

NOC self-esteem
IG 57.25 ± 7.29 78.62 ± 6.14 –0.26 2.21

199.40,
<0.001,
0.930

4.94,
0.042,
0.248

221.25,
<0.001,
0.937

TAU 59.44 ± 8.63 58.89 ± 10.11
T0, baseline; T1, post-interventionM, mean; SD, standard deviation; ηp2, partial eta squared. Hedges’ g values represent between-group standardizedmean differences and were calculated
as IG minus TAU. Negative baseline values indicate slightly lower baseline scores in the intervention group. The time × group effect represents the primary test of differential change
over time between groups.

9

https://www.imrpress.com


Training can effectively develop coping skills. These inter-
ventions may have improved coping by increasing partic-
ipants’ awareness of maladaptive coping responses, facili-
tating more adaptive cognitive appraisal of stressful situa-
tions and perceived threats, reducing anxiety-related phys-
iological arousal, and promoting the acquisition and use
of adaptive problem-focused and emotion-focused coping
strategies [8,13,32]. This finding aligns with studies show-
ing that combining cognitive behavioral therapy (CBT)
with pharmacotherapy improves problem-focused coping,
distraction, and social support scores, whereas pharma-
cotherapy alone does not significantly enhance effective
coping [33]. Similarly, previous evidence has shown that
problem-solving and cognitive reappraisal are associated
with more adaptive coping, whereas avoidance-oriented
strategies are linked to greater psychopathology among in-
dividuals with anxiety disorders [34]. The present find-
ings are also consistent with studies reporting that nurse-
administered psychoeducation programs improve coping,
psychological well-being, and anxiety levels in patients
with GAD [35]. Likewise, in the study by Sampaio et al.
(2018) [27], combining the Psychotherapeutic Intervention
Model in Nursing with pharmacotherapy resulted in im-
provements in anxiety self-control, whereas pharmacother-
apy improved only psychomotor anxiety without affecting
problem-solving or anxiety self-control scores. These find-
ings underscore the clinical significance of psychotherapeu-
tic interventions in enhancing coping mechanisms.

A meta-analysis examining psychotherapy for
GAD reported that psychotherapeutic interventions have
moderate-to-large effect sizes, whereas pharmacotherapy
exhibits small effect sizes, suggesting that symptom
alleviation alone is insufficient for developing new coping
strategies [36]. Individuals with anxiety disorders often
experience excessive anxiety and avoid perceived internal
or external threats [37], which may limit opportunities
to test maladaptive beliefs and develop adaptive coping
strategies. Pharmacotherapy may indirectly facilitate
coping by reducing anxiety symptoms and physiological
arousal, thereby enabling individuals to engage more
effectively with stressful situations [12,38,39]. However,
pharmacotherapy alone does not explicitly teach adaptive
coping strategies, modify maladaptive cognitive appraisals,
or provide opportunities to practice new behavioral re-
sponses. Consistent with this distinction, although a
meta-analysis reported that pharmacological treatments
demonstrated larger overall effect sizes than psychother-
apeutic interventions in reducing GAD symptom severity
[1], the primary outcomes of the present study were
nursing-related functional outcomes rather than symptom
reduction. Therefore, the observed improvement in NOC
Coping may reflect the intervention’s specific focus on
enhancing coping through targeted NIC interventions
rather than reducing symptoms alone.

The findings also supported the self-esteem-related
hypotheses, demonstrating a significant time × group inter-
action, a significant increase in self-esteem scores within
the intervention group, and higher post-test self-esteem
scores compared with the TAU group. The intervention in-
corporated NIC interventions such as Cognitive Restructur-
ing, Self-Esteem Enhancement, and Assertiveness Train-
ing. Improvements in self-esteem may be attributable to
these intervention components, which were specifically de-
signed to strengthen positive self-perceptions by helping
participants identify and modify maladaptive self-beliefs,
develop more adaptive self-evaluations, and express them-
selves more confidently in interpersonal situations. In addi-
tion, NIC interventions such as Counseling, Active Listen-
ing, and Emotional Support provided participants with op-
portunities to express emotions, receive constructive feed-
back, and experience successful coping within a support-
ive therapeutic environment. Improvements in self-esteem
may also be explained by participants’ repeated experiences
of successfully applying newly acquired coping strategies.
Such experiences may strengthen perceptions of compe-
tence and personal control, both of which are recognized
contributors to self-esteem [40].

The present findings also align with studies showing
that psychoeducation and relaxation-based interventions in-
crease perceived self-efficacy among patients with anxiety
disorders [41]. This emphasizes the value of increasing
patients’ awareness and skills for managing anxiety effec-
tively.

Traditional biomedical or psychiatric treatments may
inadequately address self-esteem, highlighting the need
for psychotherapeutic interventions. Cognitive-behavioral
techniques targeting dysfunctional thought patterns may
improve self-esteem by modifying maladaptive cognitions
[42]. These findings are consistent with previous stud-
ies demonstrating the effectiveness of nurse-led CBT pro-
grams and other psychotherapeutic interventions targeting
self-esteem improvement [43,44,45,46].

It is also possible that some of the observed improve-
ments were attributable, at least in part, to non-specific in-
tervention effects. Increased therapeutic attention and con-
tact time throughout the seven-session intervention, partici-
pants’ positive expectations regarding the intervention, and
the therapeutic alliance established between the psychiatric
nurse and participants may have contributed to the observed
improvements beyond the effects of the specific NIC inter-
ventions delivered during the intervention.

Regarding feasibility, the dropout rate was 20% in the
intervention group and 10% in the TAU group, suggesting
that the intervention was both acceptable and feasible. Pre-
vious studies evaluating the Psychotherapeutic Intervention
Model in Nursing reported a dropout rate of 31%, while
nurse-led CBT studies reported dropout rates of approxi-
mately 25% [27,47]. Setting a predefined session duration
and informing participants in advancemay have contributed
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to improved adherence [48]. Additionally, participants’ be-
lief in the benefits of psychotherapy may have supported
sustained motivation throughout the intervention period.

Strengths and Limitations
Akey strength of this study is the use of clinician-rated

NOC outcomes rather than self-reported measures. Out-
come assessments were performed by a psychiatric nurse
blinded to group assignments; randomisation was overseen
by a psychiatrist with expertise in statistics, and patient el-
igibility was assessed by a psychiatric nurse. These proce-
dures are notable strengths that mitigate detection, selection
and allocation bias.

Due to the nature of the intervention, participants and
the intervention provider could not be blinded. Awareness
of group assignment may have influenced participants’ atti-
tudes, motivation, engagement, and reported behaviors, po-
tentially introducing performance and expectancy biases.
NOC outcomes were assessed through structured inter-
views and clinical observations by a blinded assessor. Nev-
ertheless, improvements should be interpreted with consid-
eration of the potential influence of non-specific interven-
tion effects. Moreover, all assessments were conducted by
a single assessor; thus, intra-rater reliability was evaluated,
precluding inter-rater reliability assessment and potentially
limiting measurement consistency.

Formal intervention fidelity procedures, such as inde-
pendent session reviews, fidelity checklists, or audio/video-
recorded evaluations, were not implemented. Although the
intervention followed a structured protocol with regular su-
pervision, this may limit conclusions regarding intervention
consistency and reproducibility.

Reliance on clinical decisions to select psychother-
apeutic interventions based on NNN linkages represents
another limitation. Furthermore, the control condition of
usual treatment and care did not allow continuous monitor-
ing of pharmacotherapy adherence, limiting direct compar-
isons.

Based on the calculated minimum sample size of 14
participants (7 per group) and an anticipated attrition rate
of 40%, the study should have enrolled 24 participants (12
per group). However, only 20 participants were random-
ized, and the study was ultimately completed with 17 par-
ticipants. This smaller-than-necessary final sample size is
a limitation of the study and may have reduced the statis-
tical power and precision of the findings. As no compa-
rable randomized controlled trial using coping as the pri-
mary outcome was identified during study planning, the ef-
fect size for sample size estimation was derived from a psy-
chotherapeutic intervention study assessing anxiety-related
outcomes.

The large time × group effects and post-test between-
group standardized differences indicated substantial statis-
tical effects. Although these findings suggest potential clin-
ical value, the lack of an established minimal clinically im-

portant difference (MCID) for the NOC outcomes means
that the clinical interpretation of these findings should be
considered preliminary and confirmed in larger, adequately
powered randomized controlled trials.

The analyses were conducted using a per-protocol ap-
proach because outcome data were unavailable for the three
participants who withdrew after randomization. Although
their reasons for withdrawal appeared unrelated to treat-
ment response, their exclusion may have introduced attri-
tion bias; if these participants had experienced less im-
provement, the intervention effects may have been overes-
timated. Future studies should implement intention-to-treat
analyses using multiple imputation or other robust meth-
ods for handling missing outcome data whenever feasible.
The absence of clinical data for individuals who declined
participation may also have limited assessment of the rep-
resentativeness of the study sample.

Finally, the single-center convenience sample limits
generalizability of the findings, and the absence of long-
term follow-up precludes conclusions regarding sustained
effects. Therefore, these findings should be interpretedwith
caution until replicated in larger, adequately powered, mul-
ticenter studies with more heterogeneous samples.

During the study, NANDA-I and NOC taxonomies
were updated: “Ineffective coping” was revised to “mal-
adaptive coping”, and some NOC outcomes were modi-
fied [21,49,50]. Therefore, Future applications and com-
parisons should consider these definitional and classifica-
tion changes when interpreting the comparability of find-
ings.

5. Conclusions
The present study provides preliminary evidence for

the short-term effectiveness of the Psychotherapeutic In-
tervention Model in Nursing in enhancing coping and self-
esteem among outpatients with GAD diagnosed with inef-
fective coping. It contributes to the development and stan-
dardised implementation of evidence-based nursing care
practices. The findings provide evidence for the potential
role of nursing-focused psychotherapeutic interventions in
improving nursing-sensitive outcomes such as coping skills
and self-esteem among individuals with GAD andmay sup-
port efforts to expand access to such interventions.

The limited availability of psychotherapeutic inter-
ventions and restricted nurse authorisation in mental health
services underscores the need for evidence-based ap-
proaches. To our knowledge, this is the first study evalu-
ating the model for ineffective coping in outpatient psychi-
atric patients with GAD. However, prior to the wider inte-
gration of the model into routine clinical practice, its effec-
tiveness should be confirmed through multicenter studies
with larger and more diverse samples and longer follow-up
periods.

Future studies should evaluate the long-term effects
of the Psychotherapeutic Intervention Model in Nursing on
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ineffective coping among outpatients with GAD by incor-
porating follow-up assessments at 6 and 12 months. Com-
parisons between intervention and TAU groups, as well
as between pharmacotherapy and different psychotherapeu-
tic approaches, are needed. Where feasible, active control
groups should be included to account for attention effects,
and more rigorous blinding procedures should be imple-
mented to reduce potential bias. Future research should also
assess the cost-effectiveness of the intervention within the
context of current psychiatric nurse workforce planning. In
addition, the model should be re-evaluated using the most
recent NANDA-I (2024–2026) and NOC (7th edition) clas-
sifications. Reporting intervention fidelity measures, such
as session checklists and protocol adherence assessments,
may further strengthen the reproducibility and methodolog-
ical rigor of future studies. Evaluating the model across di-
verse care settings and patient populations will contribute
to a stronger evidence base for its clinical application.
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